The author presents a discourse analysis in three sections: a genealogy, a structural discourse analysis, and a power analytic. She concludes that the discourse of nursing diagnosis sustains conditions of social domination, limits autonomy and responsibility, and oppresses individuals and groups. The discourse of nursing diagnosis restricts what counts as evidence and limits acceptable input of voices, thus excluding, for example, the voices of the patient and his or her family. The discourse of nursing diagnosis appeals to the dominance of empirical analytic science and equates this dominance with professional social status. The author discusses potential discourses of resistance that provide speaking positions from which to articulate specific practices that resist oppressive effects of nursing diagnosis.
nursing diagnosis was the critical link in the nursing process because "the symptoms of conditions diagnosed can be alleviated or modified by nursing actions" (p. 11).
The increasing influence of hospital computers was thought to demand a standardized language from nurses (Saba, 1989) . Levine (1989) recalled that the process of creating this standardized nursing language was meant to be accomplished through clinicians' sharing real-life clinical experiences (p. 5). Nursing diagnosis was seen as the approach that could provide the "frame of reference from which nurses could determine (a) what to do and (b) what to expect" in a clinical practice situation (Edel, 1982, p. 9) .
Nursing diagnoses were also intended to define nursing's unique boundaries with respect to medical diagnoses (Douglas & Murphy, 1990; Pridham & Schutz, 1985) . Harrington (1988) , for example, argued that nursing diagnosis was the defining characteristic of nursing practice. This argument was based on the definition in the American Nurses Association's (ANA) 1980 social policy statement: Nursing is the diagnosis and treatment of human responses. Based on this judgment, the North American Nursing Diagnosis Association (NANDA) meant the standardization of nursing language to be the first step toward having insurance companies pay nurses directly for their care (Carpenito, 1989; Edel, 1982; Gebbie & Lavin, 1975; Gordon, 1982; Webb, 1992) .
From a genealogical perspective, the discourse of nursing diagnosis arose in a social context using both surfaces of emergence and conditions of possibility that were acknowledged and appropriated, and made visible by the emerging discourse. One surface of emergence for the discourse was the change in emphasis from illness care to health care. In this revised notion, health is viewed as a life goal instead of a physical state consisting simply of the absence of disease. This orientation became one sort of language that the discourse of nursing diagnosis could use to have some kind of social meaning, power, and value.
Another surface of emergence used by the discourse of nursing diagnosis is hospital accreditation documentation. In the 1950s, hospital accreditation procedures began to necessitate written documentation for assessment of quality care. A discourse of nursing diagnosis could demonstrate nursing's contribution to the quality of care. For example, automated record keeping was cited in the first conference as one of the changes in health care that necessitated a specific nursing language (Gebbie & Lavin, 1975, p. 1) .
One condition of possibility used by the discourse of nursing diagnosis was the advanced education of increasing numbers of nurses in the postwar science and technology boom. This educational system produced nurses who could teach nursing, create journals in which to publish, and speak academic language. The discourse of nursing diagnosis is in large part an academic project. The first conference on nursing diagnosis was held at the St. Louis University School of Nursing and Allied Health Professions in 1973.
The surfaces of emergence and the conditions of possibility create an environment conducive to the creation of a discourse specific to the circumstances, using model discourses available at the time. Another important step in this process is the discursive creation of a physical space within which to assert the right to pronounce truth. The discourse of nursing diagnosis constructed the description of a physically based, socially described space of action on human bodies. The discourse of nursing diagnosis represents the attempt of the discipline of nursing to construct and take control, physically and conceptually, of what can be called the clinical encounter, to carve out a professional turf distinct from other disciplines. Within this turf, or territory, or domain, the discourse claims the right to describe what is, and should be, happening.
To summarize the genealogy, it is clear that the discourse of nursing diagnosis claims the right to pronounce truth in a domain of human experience. By using conditions of possibility and surfaces of emergence, identifying influential and socially desirable discourses as models, and naming a physical space, nursing diagnosis constructed specific discursive practices. These practices create a perceived need for pronouncing truth in a move of power to further long-standing professional goals. The justification of this move using the power of redefinition was phrased in terms of the scientifically verifiable language of patient benefit and fiscal and social responsibility.
STRUCTURAL ANALYSIS
Structural analysis addresses the discursive processes, in other words, the structure and functioning, of the discourse of nursing diagnosis. The text for the structural analysis consisted of all of the published literature concerning the NANDA conferences and concurrent articles and books published in the U.S. This analysis claims that the functioning of nursing diagnosis continues to be influenced by the three models identified in the genealogy: medicine, empirical analytic science, and professionalism. The structural analysis proceeds on three axes: knowledge, authority, and value or justification.
The Axis of Knowledge
The discourse defines as its objects of concern what are termed in the later conferences the human responses (or response patterns) to illness. The subjects of the discourse, the variables for manipulation constructed by the discourse from the objects, are the nursing diagnoses. Rasch (1987) argued that the ANA's 1980 Social Policy Statement declares the human responses and the nursing diagnoses to be the same objective entities. Confusion regarding what nurses diagnose was evident at the seventh conference, for example, when Newman (1987) argued that nurses diagnose patterns of human responses and not singular human responses. Subsequently, the name of the organizing framework for Taxonomy I was changed from "unitary man" to "human response pattern" (Carroll-Johnson, 1989) .
According to the discourse of nursing diagnosis, human responses (the objects of the discourse) are assumed to be universal, objective entities that exist in individual human beings in a preinterpreted objective reality. Being objective entities, the objects of the discourse are amenable to description through scientific research. The diagnoses, the subjects of the discourse, are acknowledged to be scientific constructs used to represent the objective entities linguistically.
The nursing diagnoses, the subjects of the discourse, are viewed as the names of the objects in the same way that psychiatric diagnoses are often thought to be the names of conditions assumed to exist in humans and described by empirical research. From a postmodern perspective, both the diagnoses and the human responses (the objects and the subjects) are reified entities, statistically associated with each other in terms of such factors as causes, etiologies, or determining characteristics, to name a few, and described using the methods of science.
Many diagnoses take the form of an "alteration" or a "deficit" of something, such as alteration in family processes or fluid volume deficit. The words situation, condition, human response, and response patterns are often used interchangeably for the objects of the discourse in the nursing diagnosis literature and in the conference proceedings. They have all been called the focus of nursing or nursing's unique domain.
The rules of the discourse specify how a diagnosis is recognized as empirically valid within the clinical encounter. At the first conference, it was stated, "A major task of all nurses is to locate those diagnoses that were neglected, to test and develop them, and to present them to the profession so that they might be included in future listings" (Gebbie & Lavin, 1975, pp. 57-58) . Through 1982, however, the diagnoses were still obtained through the members of NANDA and the work of a group of nursing theorists within NANDA. Fawcett (1986) also encouraged each nurse interested in nursing diagnosis to select a theoretical strategy and continue the work of developing and validating new nursing diagnoses. Derdiarian (1988) proposed that practicing nurses should be taught to formulate, test, and evaluate new nursing diagnoses (p. 139). However, Carpenito (1993) disagreed, saying that practicing nurses should be spending more research time on the diagnoses that already exist, not on identifying new ones. Submission guidelines were revised and published in the proceedings of the ninth conference. Considering the amount of work involved in the submission procedure, it seems highly unlikely that practicing nurses could undertake this task.
Discourses identify defining characteristics, quantify definitions, arrange subjects in a taxonomy (called grids of specification), attribute causal mechanisms, and give rules for the application of the subjects to individual bodies (Powers, 2001) . NANDA's Taxonomy I is a grid of specification because the taxonomy defines the diagnoses, relates them to each other, and places them into a classification scheme. A grid of specification is not a neutral tool; it structures the interventions that arise from it. After a diagnosis is recognized as worthy of consideration, it is subjected to the rules of evidence specified by the discourse to determine approval and integration into the grid of specification, in this case, the Taxonomy. For example, the diagnosis of Altered Protection has the number 1.6.2. Beginning with McCloskey, Bulecheck, et al. (1990) and McCloskey & Bulecheck (1993) , work continues to expand the grid of specification beyond the diagnoses to nursing interventions and patient outcomes.
Discourses contain rules for the appearance and the dismissal of subjects. Two examples of diagnoses that have been suggested as candidates for removal from the grid of specification are knowledge deficit (Dennison & Keeling, 1989; Jenny, 1987; Pokorny, 1985) and noncompliance (Keeling, Utz, Shusler, & Boyle, 1993) . The perseverance of diagnoses despite evidence that they do not meet NANDA's explicit criteria for acceptability suggested that the discourse itself had attained a certain degree of authority within the discipline, which conferred a degree of immunity to critique.
The grid of specification structures the process of applying the practices of the discourse. The diagnoses are applied to the individual bodies of nurses and patients in the clinical encounter structured in part by identifiable authorities of delimitation. The authorities of delimitation are the external disciplines, which control the existence and limits of the space for the action of the discourse. In the case of nursing diagnosis, these authorities are physicians, hospital administrators, and insurance companies, because they determine when a person becomes eligible for nursing intervention. The authorities of delimitation are unacknowledged in the discourse of nursing diagnosis.
Used in the clinical encounter, nursing diagnosis serves to constitute the individuals involved-the nurse and the patient-for themselves and others in prescribed ways, according to the existing power relations ). Specifically, the diagnoses are used on the bodies of the nurse and the patient to specify the assessment strategies, interventions, and outcomes. These specifications assume a hierarchical power relation of the nurse as a social agent and the patient as the recipient of nursing care. This assumption of hierarchy is not referred to specifically in the discourse, because science is assumed to be value-free (Hekman, 1986) and its application by social agents is not appropriately questioned by ethical discourse. The result is a technical, mechanical discourse of prediction and control of social effects consistent with current power relations, assumed to be for the good of patients.
It is instructive to note where in the discourse individual differences, deviations, and complaints by patients are allowed to emerge. From a scientific perspective, the diagnoses should be the names of real things in the real world. The results of these investigations should provide universal knowledge that can be used by social agents to help people become more normal (whether they want to or not) as normality is described in nursing research.
Individual patient differences were supposed to be acknowledged in the "due to" or "related to" part of the diagnostic statement (Carpenito, 1993; McFarland & McFarlane, 1993) . The first half of the diagnostic statement was assumed to be universally applicable to all human beings because it was constructed using science. The second half of the diagnostic statement contained the specific individual etiology. However, the possible etiologies were already spelled out in the handbooks and textbooks (Carpenito, 1995; McFarland & McFarlane, 1993) .
The diagnoses are assigned by assessment using universal signs and symptoms drawn from nursing research. Then the causal etiologies are assigned from the list of possible "individual" etiologies. The full nursing diagnosis statement can thus be viewed as an attempt to combine a universal scientific entity and an individual clinical situation in a unique classification (Taylor, 1979) . One problem with the clinical application of generalized knowledge is that probability statements resulting from research can describe only the tendencies of groups, not those of individuals.
Confusion regarding these dimensions of the concept of diagnosis was widespread. For example, consider Fitzpatrick's (1990) description of the axes considered for Taxonomy II, which included age and chronicity. She argued that using axes would integrate the "clinical with the scientific for discipline development" (p. 106). Henderson (1978) defined nursing practice as consisting of "both nursing intervention based on nursing diagnosis and nursing care originating in patient problems or health problems" (p. 79), which assumed that nursing diagnoses and patient problems are separate things. Presumably, this combination was made to capture more of the individual patient's unique circumstances within a generalized system of unique nursing knowledge. Maas, Hardy, and Craft (1990) called this idea of accuracy, or validity, the relationship between the nurse's inferred problem and the patient's "true problem" (p. 25). The true problem was an entity assumed to exist in an objective manner separate from our understanding of it. In other words, the "object" of the discourse, the human response, was a true problem, and the nurse's inferred problem was the subject of the discourse: the diagnosis. If the science was performed correctly, there would be perfect correspondence between the patient's true problem and the nurse's choice of diagnosis.
Interventions become a normalizing influence on both nurses and patients, constructing the nurse's behavior within the clinical encounter toward what has been scientifically determined by the discourse. Indeed, idiosyncratic diagnoses are discouraged. The clinician must decide which of the standardized diagnoses and interventions should be used to obtain standard outcomes.
Conflicting goals seem to govern the appearance, disappearance, replacement, and coexistence of the diagnoses. Some authors complained that there was no coherent conceptual model of nursing to guide the discourse (Logan & Jenny, 1990; Meleis, 1991) . Others argued that the diagnoses should be generated from work in practice settings and not from conceptual frameworks. Serious questions were raised regarding the adaptation of theoretically generated diagnoses to clinical situations (Rasch, 1987) .
Furthermore, there were conflicting approaches evident in the construction of the taxonomy from the perspective of taxonomic science. Porter (1986) pointed out, for example, that the diagnoses were sorted into four levels of abstraction, but according to taxonomic science, the entities classified in a taxonomy must all exist at the same level of abstraction for the organizing principles to sort them by similarities and differences (p. 137).
The Axis of Authority
The right to pronounce truth in the realm of the clinical encounter was claimed by NANDA on the basis of its imitation of the discourses of medicine and science within a linguistically constructed professional domain that was claimed to be uniquely nursing. Other possible claims to the power of pronouncing truth in the clinical encounter have failed (Levine, 1989) . NANDA was and is the authority for the discourse. NANDA was incorporated in 1985, and a refereed journal dedicated to research concerning nursing diagnoses was inaugurated in 1990. The structure of the association provides justification, legitimacy, authority, and social presence for the discourse in a manner consistent with other disciplines based on a model of professional power and privilege. However, one unintended consequence of this status is a commitment to maintaining the current power relations.
The first conference acknowledged that the participants were an elite group and wondered about the acceptance of nursing diagnosis by the "average" nurse (Gebbie & Lavin, 1975, p. 35) . Membership in NANDA is open to all nurses from all settings, but participation requires major effort on the part of a full-time practicing nurse. Indirectly, this selects for nurses who have the time and money to travel and work on their own without being paid for it. Speaking positions, therefore, are limited by the criteria of membership and participation in NANDA.
Positions from which to speak this discourse were thus limited by the hegemonic dominance of NANDA. At the seventh conference business meeting, a motion was passed that stated, "Moved that NANDA go on record as supporting the concept that only registered, professional nurses be responsible and accountable for identifying the nursing diagnoses for their patient population" (McLane, 1987, p. 529) . One implication of this motion was that nurses who are not registered or are not professional have no right to wield this language.
Some authors have argued that acknowledged imperfections in construction, application, and dissemination of nursing diagnosis should be handled with more clinical research (Carpenito, 1993; Fawcett, 1986; Kritek, 1985) . Other authors have viewed the imperfections as indicative of deeper problems that cannot be addressed by more research (Shamansky & Yanni, 1983) .
The discourse was and is preserved and transmitted in a manner that consolidates the dominance of NANDA as the pronouncer of truth. This is done by NANDA publications, conference proceedings, newsletters, a speakers' bureau, workshops developed by NANDA, and dissemination to faculty who teach the discourse to students. An incorporated association with bylaws, a journal, and a national forum lend legitimacy to the discourse entirely apart from the content of the discourse.
The Axis of Value or Justification
The technologies of power used in the discourse of nursing diagnosis have been overtly justified within the discourse by reference to nurse empowerment and improved patient outcomes (Carpenito, 1993) . On a deeper level, the justification for the application of disciplinary technologies rests on the assumption that power/ knowledge confers the status of social agency on its practitioners. Disciplinary technologies assume that nurses are justified in deriving goals and interventions without full participation of patients (Allen, 1987b, p. 46) . In other words, patients are specifically constituted by the discourse to be self-revealing targets of normalization strategies applied by social agents.
The language of empirical analytic science assumes that description and action in new regions of experience are justified because knowledge generation provides power over ignorance. Using the language of professionalism, we are justified in applying the knowledge we construct to our own bodies and the bodies of our patients by educating social agents in science and professional behavior created discursively by our discourse. The justification provided by nursing is the socially valued one of patient safety. As an example of justified punishment of a practitioner, consider that Carpenito (1993) believes that missing a diagnosis should be considered nursing malpractice in the same way as it is in medicine.
When a discourse gathers membership, influence, power, and momentum, seeking hegemony, creating definitions, highlighting differences between itself and other competing discourses, it seeks to discredit and suppress other discourses in the interests of solidifying the ideology that constitutes meaning. A dominant discourse, convinced of the "rightness" of the ideology, seeks to exclude other viewpoints in an effort to accrue power/knowledge by citing benefit to some social group. Whether the intent is to highlight the similarities or the differences between nursing and medicine, the medical language remains the basis of comparison. Like medicine, we diagnose, we treat, and we measure outcomes. Unlike medicine, we diagnose and treat human response patterns based on our own body of knowledge. Throughout this process, medicine is the privileged other, the invisible binary partner of nursing in the relation that defines nursing as a discipline. The following reasons support the claim that the dominant regularity in the discourse of nursing diagnosis is medicine.
1. The choice of the word diagnosis at the first conference maintains both the similarities and differences between nursing and medicine at the same time, without challenging the status quo of power and influence. The words treatment and intervention are therefore widely represented. Turkoski (1988) notes that the discourse of nursing diagnosis frequently uses medical diagnoses as descriptors (p. 143), medical labels, language, and models within the concept and design of the discourse (p. 144). The conspicuous absence of the word disease, however, is noteworthy. The grid of specification-the taxonomy-of nursing diagnosis was meant to mesh with existing classification schemes such, as the ICD, the CPT-4 in medicine, the DSM-III in the American Psychiatric Association (APA), the SNOP in pathology, and the SNOMED (Systemized Nomenclature of Medicine) in medicine (Gebbie, 1989 ). 2. The discourse is based on a model of symptomatology and etiology. At the first conference, the diagnoses were referred to as having definitions that would be defined operationally in terms of "signs and symptoms" (M. Gordon, 1976) . Other terms were also added: etiological factors (Carpenito, 1995) , influencing factors (Fitzpatrick, 1987, p. 63) , and risk factors (McFarland & McFarlane, 1993) . At the fifth national conference, Toth (1984) praised nursing diagnosis for the opportunity to compare patients diagnosed as "acute diabetic patients who are noncompliant with therapy because of a knowledge deficit" from one hospital to another (p. 100). 3. The discourse emphasizes pathology. Fawcett (1990) argued specifically against what she called the fact that NANDA's system is based on an externally-driven biomedical perspective with an emphasis on pathology. The emphasis on pathology is brought into sharp contrast by the inclusion of diagnoses that are health-related. Such a diagnosis is that of effective breast-feeding (McFarland & McFarlane, 1993) . Popkess-Vawter (1991) recommends adding more wellness-related diagnoses, such as functional grieving, adequate individual coping, improved coping, activity tolerance, and effective airway clearance (p. 22; see Stolte, 1996) . 4. The discourse emphasizes a disease model (Meleis, 1991) . The ICD was one of the classification schemes studied at the first conference. It was suggested at that conference that the medical classification of diseases (SNOMED) was the only one that had room in its numerical classification system for nursing diagnoses to be added (Gebbie & Lavin, 1975, p. 20) . NANDA was denied inclusion in the International Classification of Diseases (Webb, 1992) , and Clark & Lang (1992) , therefore, recommend a separate international classification for nursing practice. 5. The discourse of nursing diagnosis has a strong physiological bias (Webb, 1992) . At the first conference, working groups were designated and assigned to a physiological system, even though the conference organizers recorded opposition to such a move as committing the system "irretrievably" to a pathological and disease-based model (Gebbie & Lavin, 1975, p. 5) . The resulting diagnoses, predictably, reflect the organization of the working groups. Approximately half of the diagnoses in Taxonomy I are physiologically-based (Fitzpatrick et al., 1989) , but for critical care nurses, "The socalled medical model of treating anaphylactic shock better describes what we do for a patient than do 20 different nursing diagnoses" (Curry, 1991, p. 124 ). 6. The diagnoses are supposed to be applied in nursing practice, in clinical situations, even though many nursing diagnoses do not seem to fit patient situations (Frank, 1990) . The diagnosis is established through the clinical judgment of the nurse, based on scientifically derived categories and recognition of symptoms and risk factors.
Most nursing researchers are committed to the dominant empirical analytic paradigm as a model for the profession and not only as a tool to answer appropriate questions (Dickson, 1993) . The debate between knowing and doing reflects the social value placed on knowledge over practice. Evidence that the discourse of nursing diagnosis is based on the assumptions of the empirical analytic foundational position is placed into the following categories:
1. Reductionism. The discourse of nursing diagnosis is based on a reductionist assumption (Tierney, 1987) that the conceptualization of human beings can be "reduced" to sets of diagnoses for ease of identification, treatment, and measurement of uniquely nursing outcomes (M. Gordon, 1982) . Doing so avoids social context and value judgments. Meleis (1991) calls the diagnoses "esoteric in language and nonrepresentative of the complexity of human beings" (p. 161). "There is a growing number of nurses who view the labeling inherent in the diagnostic process as too restrictive for describing human beings" (Mitchell & Santopinto, 1988, p. 25 ). 2. Determinism. A strictly deterministic, linear view of causality is assumed by the discourse (Turkoski, 1988) . Multiple causal factors are assumed to be discoverable and specifiable in advance (Bircher, 1986; Fitzpatrick, 1987; Forsyth, 1984; M. Gordon, 1982) . Nursing care is defined as effective when measurable, expected outcomes result from the planned action (McFarland & McFarlane, 1993) within the clinical encounter. The emphasis on prediction reflects the linear view of causality (Kritek, 1985) . 3. Essentialism (Allman, 1992; Dickson, 1993) . Essentialism refers to the discredited philosophical assumption that words are names of unique things in a real world and that proper use of a word requires the existence of an invariant core set of properties that justify application of the word. The essentialist perspective has serious implications in nursing, not the least of which exists within the discourse of nursing diagnosis (see Thompson, 1992) . At the sixth conference, Kritek (1986) emphasized that taxonomic ordering should reveal the essential properties of phenomena (p. 23). Porter (1986) asserts that a taxonomy is necessarily an essentializing discourse. Nonessentialist taxonomies would function by stipulative definitions, the measures of which are pragmatic and functional rather than essentialist (Allen, 1992 ). 4. The reification of entities. Reification is the transformation of social relations from relations between persons to relations between things (Hiraki, 1992, p. 131) . The objects of the discourse, the human responses or response patterns are not viewed as social constructions by the discourse. Hiraki quotes Watson (1990) as saying the development of nursing knowledge that encourages the view of humans and health caring processes as problems to diagnose gives power to the problems and processes by according them law-like status, separated from the experiences of human beings (p. 19). Reification assumes value-neutrality and tools structure their own use in discoverable ways. Hagey and McDonough (1984) state, "Either supporters of nursing diagnosis see the categories as harmless without social context or they take as selfevident and acceptable the political outcomes such categories produce" (p. 153). 5. The discourse of nursing diagnosis is based on instrumental knowledge. This is a "formula approach to people, objectifying, codifying, and reifying human experiences with 'official knowledge' that takes on a life of its own; a life that is separate and decontextualized rather than connected" (Watson, 1990 , quoted in Hiraki, 1992 . For example, at the seventh conference, Levine (1987) raised what she called a "serious philosophical issue" with respect to the idea that the essence of nursing is treating human responses (p. 51). She argued that this view assumes that humans are simply responding dependent systems, or "targets" for interventions without any consideration of a concept of human agency (p. 52). 6. The discourse holds natural science as the ideal (Dickson, 1993; Donaldson & Crowley, 1978; Jacobs & Huether, 1978; Kim, 1983; Silva & Rothbart, 1984; Street, 1992) . The ideal of natural science is reflected in the choice of the words and procedures of taxonomic science. For example, Kritek (1985) suggested that it might take nursing 300 years to complete the taxonomic system, considering the taxonomic development of the periodic table of elements. The ideal of natural science is also clearly represented in the comparisons made between nursing and other disciplines. Carpenito (1993) compares the diagnosis of decisional conflict to the diagnosis of pancreatitis, arguing that they are both objective entities scientifically describable and amenable to standardized treatments that professionals should be accountable for treating. 7. It is a standardized model constructed from foundational science. As such, the model was assumed to be able to substitute for knowledge and experience in a novice situation and therefore be a teaching guide. Things that are hard to measure were left out, causing concepts like caring and sensitivity to be devalued or not evaluated at all (D. Gordon, 1984) . Care based on predetermined standards contributes to the failure of treating persons as individuals (Bond, 1988; Niziolek & Shaw, 1991) . In fact, computerized nursing diagnostic software has been suggested (Bulechek & McCloskey, 1990; Hirsch & Chang, 1990) .
Nursing, in imitation of the medical model, participates in, reinforces, and reflects the discourse of professionalism in U.S. culture. Medicine is generally considered the prototype model of a profession. The status and power of medicine is increased by an alliance with science, because this allows the discourse to deny the ideological nature of its own knowledge (Street, 1992) . Nursing diagnosis participates in the discourse of professionalism because science and profession are believed to be coextensive discourses (Dickson, 1993) .
POWER ANALYTIC
In this section, I present an analysis of the web of power relations in which the discourse of nursing diagnosis is situated. The domination of patients by nurses is extended by the discourse of nursing diagnosis. The clinical encounter viewed from the discourse of nursing diagnosis is based on a model of social hierarchy. Social agents have the duty of monitoring and upholding the status quo of power relations (Foucault, 1988) or risk being seen as unfaithful to their education and their science. The model of social agency assumed by the discourse of nursing diagnosis constitutes nurses as the authorities to deliver what the discipline decides is needed, not what the patient wants (Porter, 1992) .
Domination of patients is perpetuated by the control-based language of science, which produces discursive acts of violence against patients (Wright & Levac, 1992) . Using nursing diagnosis becomes diagnosing defects in personhood. Such defects occur with respect to some predefined norm that the patient is not living up to, such as a defect in coping, self-esteem, adaptation, and knowledge, which nurses assess and treat based on a superior position as a social agent due to education, professional status, and power (Diers, 1986) . Individuals are thus constituted as predictable systems to be manipulated by the nurse. Thus, words adapted from medicine (such as diagnosis) have unintended consequences that increase our domination over patients. Hiraki (1992) argued that when the empirical analytic tradition oversteps its bounds and becomes a metaphor for the entirety of nursing care, as it does within the discourse of nursing diagnosis, it reframes (recreates, reconstructs) the reality of the clinical encounter in particular, and possibly unintended, ways.
The mystification of common, everyday concepts, such as grief, that already exists in the social domain of patients and nurses results in perpetuation of the domination of nurse over patient. Nurses are, in effect, being asked to deny all their previous notions of the social meaning of these terms in favor of the normalized truth from the discourse of nursing diagnosis. Nurses are then instructed to apply this discourse to patients without regard to the patient's understanding of these same terms. Treatment then follows a standardized care plan to remedy this defect, deficit, or abnormality. When the outcome criteria are met, the diagnosis is "resolved" and the patient's power is reduced, whereas the nurse's power is increased. This power strategy produces uncritical patients who are emotionally and economically dependent (Mitchell, 1991; Street, 1992) . The emphasis on control-based strategies provides the basis for the diagnosis of noncompliance. Calling noncompliance a diagnosis is, in effect, naming a patient decision a defect.
Furthermore, domination of non-Whites by Whites is perpetuated by the discourse of nursing diagnosis. Geissler (1992) states, "The inadequacy of the current official nursing diagnoses . . . reflects the inability to respond to cultural needs of patients" (p. 303). Coler, Lima da Nobrega, de Almeida Peres, and Nunes de Farias (1991) also identified problems with translating nursing diagnoses for use in Brazil, due to cultural differences from the research base of North American culture. "The NANDA diagnostic classificatory [sic] system needs to be reevaluated, reconsidered, and refocused into transculturally relevant, meaningful, and useful transcultural perspectives" (Leininger, 1990, p. 24) .
Domination based on racial markers is also perpetuated by the language of the discourse of nursing diagnosis (Wake, Fehring, & Fadden, 1991) . Nursing students are taught that stereotypical views of non-Whites for the purposes of individualizing "our" treatment of "them" constitutes culturally sensitive nursing care (Allman, 1992) . Furthermore, Harrington (1988) proposed that educators should limit teaching diagnoses to the NANDA list only, saying "random creative efforts in the area of nursing diagnosis threaten the society of nursing and the development of a taxonomy" (p. 94). The use of nursing diagnoses phrased in terms of "potential for (something)" is a good example of an entry point for ethnocentrism. The stereotype of the violent Black male can result in a diagnosis of potential aggression more often for Black than for White male patients. Patients of color have had whole constellations of behaviors identified, diagnosed, and equated with their non-Whiteness (Fernando, 1988, p. 63; Santiago-Irizarry, 2001 ).
Furthermore, the language of the discourse of nursing diagnosis perpetuates the oppression of women. For example, it has been shown that women are more often diagnosed as manipulative or depressed than men are (Allen, Allman, & Powers, 1991) . This research then produces a "risk factor" in women for depression and shows up in diagnostic schemes for psychology and nursing. In a similar manner as racially identified characteristics, the risk factor is assumed to exist in the non-maleness of the patient. Diagnoses categorize constellations of feminine experience into normalizing notions that are value-laden. Women diagnosed with "ineffective coping, individual" or "impaired role performance" by a nurse would seek treatment, not seek to critique the research that generated the diagnosis.
Class domination is perpetuated by the discourse of nursing diagnosis. Classism is defined as (a) stereotyping on the basis of economic class with resulting discrimination and (b) valuing class-based models, goals, and strategies from the dominant culture over those groups peripheralized in the society (O'Neill, 1992, p. 140) . One unintended consequence of educational elitism in nursing is that it creates tensions in people from other than White, middle-class, and owning-class backgrounds (Carnegie, 1991) . The process of education within the value-laden system of nursing diagnosis results in adherence to a professional ideology that places the culture of the professional nurse in the social position of service to lower classes (Rodgers, 1991) .
The use of nursing diagnosis is also classist in that it reinforces the assumed value of the capitalistic base of American economy. Nowhere is it mentioned in the literature on nursing diagnosis that the etiology of any of these diagnoses might be an oppressive economic system. The goal of nursing diagnosis and treatment is for the patient to adapt to current role expectations, not to change them. For example, consider the nursing diagnosis of powerlessness and its application to people who are homeless and jobless. Is the situation of powerlessness an alteration of some normal state of affairs to which everyone has a right? Consequently, is the intervention to get them a job or a home? To support a revolution that puts the means of production in the hands of the working class? Acknowledgment of oppressive relations in American economy is absent. Instead, the definition of powerlessness is "the perception that one's action will not significantly affect an outcome: a perceived lack of control over a certain situation or immediate happening" (McFarland & McFarlane, 1993, p. 505) . The interventions include providing opportunities for the patient to express feelings about self and illness; engaging the patient in decision making whenever possible (e.g., the selection of roommate or wearing apparel); encouraging a sense of partnership with the health care team; reinforcing the patient's right to ask questions; teaching self-monitoring; providing relevant learning materials; exploring reality perceptions and clarifying, if necessary, by providing information or correcting misinformation; and helping patient communicate effectively with other health team members (McFarland & McFarlane, 1993, p. 508) .
Clearly, these strategies are control-based, giving only trivial and illusory choices and feedback to patients. When the powerlessness of the patient is related to economic circumstances, these interventions further trivialize the concerns of homeless and jobless people, ignoring the economic inequalities and perpetuating the oppression of homeless and jobless people.
The domination of nursing by medicine is reinforced by the discourse of nursing diagnosis because the discourse is based on the medical model of professional scientific hierarchy, which is treated as "natural" and "normal." Nurses appropriate "both the forms of knowledge [of medicine] and the paradigm in which this knowledge is created" (Street, 1992, p. 8) . Thus, the discourse of nursing diagnosis reinforces the handmaiden status of nurses (Todd, 1991) by adherence to the model of the dominant group. By denying the complex and intimate nature of the structural and social power/knowledge relations between medicine and nursing, the discourse of nursing diagnosis perpetuates the domination of nursing by medicine.
The discourse of nursing diagnosis also perpetuates the domination of academics over practicing nurses. Historically, achieving professional status for nursing has been viewed as a more appropriate goal than that of control over the allocation of nursing knowledge and skills (O'Neill, 1992) . The discourse of nursing diagnosis removes the control of practice from the individual nurses and places it in the academic sphere. At the fifth conference, for example, practicing nurses were asked to respond to the conceptual framework for the classification of nursing diagnosis developed by the nurse theorists. The responses ranged from acknowledgment of potential to rejection (Kim & Moritz, 1982, pp. 264-272) . The most common comments from the practicing nurses cited the time involved in documenting the nursing diagnoses using the conceptual framework and the poorly-defined nature of "unitary man." Goals common to all nurses have therefore been separated into professional goals and working conditions. Working conditions are thereby conceived of as having little relationship to the taxonomy of nursing diagnoses. An ideology supported by the elite of nursing has the potential to split the profession into confrontational groups (Gamer, 1979) . "So long as nursing practice is explained as originating from, and elaborating on, formalized theory and technological advances, bedside nurses have not had, or perhaps did not want, any particular share in it" (Maeve, 1993, p. 6) . Thomas and Newsome (1992) add, "Nursing diagnosis has been a part of some nursing curricula since the '70s, but a gap still exists between theory and practice" (p. 183).
One difficulty that practicing nurses have with nursing diagnosis is that the discourse values the general over the specific, the standard over the individual. Dickoff and James (1986) addressed the eighth national conference with respect to academic and practicing nurses. They asked specifically, "Who has controlling say in the nursing diagnosis movement-practitioners or academicians?" (p. 101). They recommend returning control to the practitioners because "it is not clear that the users-in the very role as users-are regarded also as developers and creators of concepts" (p. 101).
The appropriate professional goal for nursing within the health care environment, according to the discourse of nursing diagnosis, is power and status equal to that of medicine. Using the language of the discourse of nursing diagnosis, Harrington (1988) asserts, "The ultimate goal of nursing diagnosis is to achieve adaptation [of nursing to its environment]" (p. 94). The environment of nursing is not considered, therefore, to be changeable. According to Thompson (1992) , nursing in the 1970s and 1980s constructed representations of health, nursing, people, and environment that were achieved by privileged White nurses to secure their own location in a health care system dominated by business and medicine without addressing power issues. Value-free imitation of discursive practices of groups that dominate the health care system were believed to promote autonomy, independence, and the right to self-governance.
This care-versus-cure debate was part of a larger movement that included nursing diagnosis. The emphasis on care sought to totally dissociate nursing from its relationship to medicine, and nursing reference to the concept of disease became a serious mistake. What was called the "regressive medical paradigm" (Kritek, 1985) made treatment of disease an action that nurses disdained, but imitated. "Nor is there evidence that they [nursing diagnoses] have contributed to clarifying the nursing mission or to improving communication among nurses and with the rest of the health care team" (Meleis, 1991) .
Resistance Practices
Resistance to the oppression perpetuated by the discourse of nursing diagnosis may arise in singular instances of nursing practice involving nurses and patients or in larger group contexts. The resistance of a nurse in a hospital situation will be different from that of a student, patient, or academic. The discourses of resistance acknowledged here represent potential constructed subjectivities that might be used as speaking positions to resist the oppressive power effects of the discourse of nursing diagnosis.
Because the practice of nursing is an oral culture, there is biculturalism in the discipline. Nursing diagnosis is a part of the written culture of nursing viewed by some practicing nurses as being forced on them by academics (Mitchell, 1991) . The resistance activities that arise from practicing nurses take the passive form of "not doing the paperwork," or at least doing it in a perfunctory manner, because it is not easy to tell if the nurse is organizing patient care using nursing diagnosis. The academic culture of nursing interprets such passive resistance as nurses not taking accountability for their actions and decisions (Carpenito, 1993) .
Academics and administrators sometimes hold the assumption that written culture is superior to oral. They see the limitations of the oral culture for the systematic analysis of nursing practice at an abstract level (Street, 1992) . "Formal explicit statements fix meaning and do not allow for nuances of interpretation the way tacit understanding does" (D. Gordon, 1984, p. 246) . The resistance of practicing nurses is passive and unorganized (Street, 1992, p. 269) as it is in any oppressed group and especially among women. Consciousness raising groups have helped nurses value their own oral culture, critique power relations and develop strategies to compile and learn from the stories of others (Street, 1992) . The discourse of expertise in specific, contextualized clinical situations provides a speaking position and the words for nurses to use to express resistance to the nursing diagnosis movement.
Feminist discourse is a strong candidate for provision of alternative speaking positions and words that can be used to form discursive practices of resistance to the domination effects of nursing diagnosis. Nursing devalues feminist discourse in general (Dickson, 1993) , and nursing diagnosis in particular avoids feminist discourse. In following the medical model of profession, White, middle-class nursing leaders have traditionally severed their ties with women's groups and allied themselves with male professional groups instead (O'Neill, 1992) .
Ethical discussions are devalued in a discourse that assumes a foundational perspective because the body of knowledge is assumed to be value-free in both its construction and application. On the other hand, Maeve (1993) , citing Bishop and Scudder (1991) , states that the dominant sense of nursing in general is moral and personal, as opposed to professional and technical (p. 10). The marginalized discourse of ethics and practical morality in nursing literature argues that using this approach could give nursing authority (Dickson, 1993) . These discourses could provide ways of talking and acting that could be used by individual practitioners, academics, and administrators to resist the oppressive power relations of nursing diagnosis. Mitchell (1991) claimed that human suffering is created by the diagnostic process (p. 99). She argued that being forced to use nursing diagnosis puts nurses in ethical conflicts (p. 102), causing unacknowledged stress, suffering, and tension in their practice.
The discourse of patient advocacy is related to the practical, moral perspective. It can also give rise to ideological subjectivities that provide a language of resistance to the oppressive power relations of nursing diagnosis. Porter (1992) argued that the attempt by nursing to achieve social agency by the attainment of a body of nursing knowledge, such as nursing diagnosis, contradicts the role of advocacy for nurses. He argued specifically that this oppressive situation further devalues the voice of patients and their families because they are considered the targets of the intervention, not sources of knowledge. "One cannot rehabilitate lives in a social structure that is directed to their dehumanization" (Lichtman, 1982, p. 284) .
The discourse of unionism as a source of talk about power is devalued by the discourse of nursing diagnosis because it is not viewed as part of the professional ideology. Anti-unionism reflects classism in nursing and separates nurses from a possible source of resistance strategies (Allen, 1987a) . There is no union language in the discourse of nursing diagnosis and no discussion that the work of the majority of nurses is shift work. Roberts (1983) , Hedin (1986) , Skillings (1992) , and Ricci (1993) argue that nurses are an oppressed group and describe examples of behavior that demonstrate this, such as horizontal violence and cultures of silence. Therefore, the skills used by nurses to resist what they consider oppressive do not reflect open critique of domination. Nurses feel oppressed by forces outside of nursing, such as medicine, and by academic and management nurses within the discipline. Nursing diagnosis is considered another oppressive condition within the practice of nursing. The unconscious strategies of resistance among oppressed groups are silence, passiveaggressive behavior, foot dragging, and complaining.
Using the discourse of empowerment as a source of alternative speaking positions would provide nursing with strategies, processes, and words to resist individual practices of domination from nursing diagnosis as they arise. The discourse of empowered social activism that could arise from this potential source of resistance is easily co-opted by nursing diagnosis, however. Consider the following diagnosis: Altered health maintenance related to inability to secure adequate permanent housing for self and family (McFarland & McFarlane, 1993, p. 23) . One of the symptoms of this condition is "verbalization of inaccurate information." The political, economic, and power aspects of this patient situation are ignored. Expressing inaccurate information is a "symptom" of altered health maintenance. Any possible discourse concerning social action aimed at provision of adequate housing is diverted into assessment of the patient's ability to tell the truth.
Talk of empowerment can thus be coopted easily to refer instead to a "task" for a social agent. In this "empowerment as a treatment" model, patients are considered "empowered" when they are compliant with treatments and make choices that the nurse considers well-informed. In the case of the entire discipline of nursing, empowerment is seen by the proponents of nursing diagnosis as existing when nurses use the discourse in practice (Carpenito, 1993) . Truly empowered nurses, however, might make different choices.
The voice of the patient is completely absent from the discourse of nursing diagnosis. Patients are constituted according to the discourse as the targets of the interventions, not as participants in the discourse. Individual differences between patients are treated by the discourse as research variables amenable to standardization. Patients are not invited to conferences or invited to submit diagnoses for consideration. Panels of patients are not given diagnoses to review. Patients are not acknowledged to have any appropriate place in the discourse.
CONCLUSIONS
The concluding claims of this discourse analysis are the following. First, there is evidence that the discourse of nursing diagnosis depends on, reproduces, and extends conditions of social domination by using notions of science, normality, and the role of social agency, which constitute individuals for themselves and others in an oppressive manner according to hierarchical categories determined by empirical markers such as race, gender, and class. The discourse thus limits autonomy and responsibility in a systematic manner, but not by purposeful design.
Second, there is evidence that the discourse of nursing diagnosis restricts what counts as evidence and limits acceptable input of voices into the structure and functioning of the clinical encounter to those social agents with scientific nursing expertise, thus excluding, for example, the voice of the patient and the patient's family.
Third, the discourse of nursing diagnosis suppresses discussion relating to the operation of power and resistance to power by appeal to the dominance of empirical analytic science and equates this dominance with professional social status. This results in the perpetuation of oppressed-group behavior among practicing nurses by creating tensions within the practice of nursing between competing discourses as potential subjective speaking positions.
The models available at the time of the development of nursing diagnosis were limited to male-and power-based constructions that conflict with other traditions in nursing thought. Based on an assumption of value-free power/knowledge, nursing diagnosis has widespread influence and serious consequences in the U.S. Potential discourses of resistance that provide speaking positions from which to articulate specific practices that resist oppressive effects of nursing diagnosis have been discussed.
The intentions of the original proponents of nursing diagnosis were timely and well thought out, but the models available at that time were limited. The unintended consequences are now being recognized. The influence that the discourse seeks in its description of the clinical encounter for the purpose of determining truth within that sphere does not impinge on the turf of medicine, because if it did, nursing would now be facing powerful opposition or co-optation. The sphere of influence we are carving out comes instead from patients and their families, and we are using the language of science, professionalism, and medicine to justify ignoring these voices.
